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Arecertification survey and complaint
investigation #32047, #32317, wera completed on
September 3-5, 2013, at The Wexford House. !
No deficlencies were cited retated to the oo
complaint investigation #32047 and #32314
under CFR PART 482,13, Requirements for Long
Term Care Facillities,

F 241 483.15(a) DIGNITY AND RESPECT OF F241| 1. Thestaff (Nursingand CN.A) 10/01/13
ss=p | INDIVIDUALITY ' working in the dining room with
the next meal, asked all residents if

The facility must promote cars for residents In a they did or did not want a clothing
manner and in an environment that maintains or protector per the facility’s Clothing
enhances each resident’s dignity and respect in Protector Policy. If they did not,
full recognition of his or her individuality. then the protector was not placed
on them during their meal.
Resident #49 had her tray
This REQUIREMENT is not met as evidenced delivered at the same time 2s her
by: room mate beginning with the next
Based on observation, review of facility policy, meal. .
and interview, the facility failed to provide an 2. All other residents in the facility :
environment that maintains or enhances each beginning with the next meal, were i
resident’s dignity of thirteen of thirteen observed asked per the facility’s Clothing I
resident’s during the dining observation, and Protectors Policy if they did or did |
failed to respect the dignity with serving meals not wish to have a clothing i
timely for one (#49) of ten residents observed for protector placed on them during
meals served in resident rooms. their meal. All other residents in
the facility beginning with the next
The findings included: meal, were also checked to meke
' ' sure that they had their meal tray
Observation in the Main Dining Room on delivered at the same time as their
September 3, 2013, at 10:45 a.m., revealed three room mate if they were both dining
Certifled Nursing Assistants (CNAs) placing large in their room.,
clothing protectors on the resident's chest without 3. A systematic approach to prevent
asking the resident prior to placement. Continued residents from having a clothing
obsetvation revealed five residents removed the protector placed on them during 1
clothing protectors immediately after the staff had their meal will be to NOT have .
placed them over their chest. : them appiied unless the resident Cont.

T

AN
JAEORATORY DIRECJOR'S OR PRO wﬁEWRE TME | {X6) DATE
W /7. - . QM\"Y‘O-‘\-W% c\\\ 9% l 13

LY
Any deficlancy statement endi  with an asterisk (*) denoles a deficlency which 1he Institution may be excused from correcting providing It Is determined that
alher safeguards provide sufiiclant protection to the patients. (Sea Instructions.) Except for nursing homes, the findings stated abova are disclosable 90 days
following tha date of survey whather or not a plan of comeclion Is provkiad, For nursing homes, the above findings and plans of carrection ars disclosable 14
days foliowing the date thesa documents are mada avallabla to the facility. if deficlencles afe clted, an approved plan of correction 1s requisite to continued

program participation. "
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'Dining Room confirmed the facility had failed fo

13, 2013, at 11:33 a.m., revealed the resident's

Review of facllity policy, Clothing Protectors, last
revised on July 2013 reveated "...ask resident if
they prefer clothing protector during meals...if
does not prefer...DO NOT place one on
resident..."

Interview with the General Dietary Manager on
September 3, 2013, at 11:00 a.m., in the Main

follow the facility's policy regarding clothing
protectors.

Resident #49 was re-admitted to the facility on
March 7, 2013, with diagnoses including Anemia,
Congestive Heart Disease, Anxiety, Depression,
and Chronic Qbstructive Pulmonary Disease.

Medical record review of the Quarterly Minimum
Data Set dated August 15, 2013, revealed the
resident score eight of fifteen on the Brief
Interview for Mental Status assessment indicating
moderate cognitive impairment, was at risk for
malnutrition, and was able to feed self with
supervision.

Observation in the resident's room on September

roomimate was served the lunch tray. Continued
observation revealed staff pulled the privacy
curtain while the roommate was fed Junch by
staff. Further obsarvation revealed resident #49
had not been served lunch and when the staff
took the roommates lunch fray from the room,
resident #49 asked the staff member where
hisfher lunch was, Continued observation
revealed the staff member replled the tray would

{X4) I SUMMARY STAFEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY})
) : Cont,
F 241 Continued From page 1 F 241 has been assessed for the need, a

consent for placement has been
signed by the resident or POA and
it is care planned in the resident’s
medical record. Prior to meal
services, the nursing/C.N. A, staff
will still ask the resident’s
permission to place a clothing
protector on them. This process
will be audited on a daily bases by
the QA Nurse or C.N.A. assigned
to the dining room during the
resident’s meal time. The results
of this audit will be tumed in to the
QA Manager or Dietary Operations
Manager on a daily bases to be
included in her weekly audits.

All residents who received their
meal in their room will also have
their room mate receiving their fray
at the same time. This process will
be audited on a daily bases by the
Unit C.N.A. 8V or Unit 8.V, for
compliance. The results of the
audits will be turned in each day
along with the C.NLA. SV’s other
Daily Compliance Audits.
Monitoring by the QA Nuising
Manager to ensure that Clothing
Protector are mnot being used
without consent and trays for both
room mates are being delivered at
the same time will be done on a
weekly bases per review of these
audit tools. The results of these
audits will be presented in -the
monthly facility Quality Assurance
meeting,
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be delivered later,
Interview in resident #49's room on September 3,
2013, at 12:20 p.m., revaaled the resident was
still waiting for the lunch tray and stated was
"hungry‘n
Ohbservation on September 3, 2013, at 12:40
p.m., in resident #49's room, revesled the
resident received the lunch tray.
Interview with Licensed Practical Nurse #4 on
September 3, 2013, at 12:25 p.m., revealed the
resident's tray would probably come in about
fifteen minutes, it was the routine for resident
#49's roommate to receive the lunch tray first and
much later resident #49 received theirs.
Continued Interview confirmed resident #49's
dignity was not respected by waiting over an hour
for the lunch tray after the roommate had finished /
their meal.
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 L Resi . .
' . Resident #150 immediately had her 10/01/13
58=D | COMPREHENSIVE CARE PLANS care plan updated on 9/04/13 to
A facility must use the results of the assessment reflect her d?mal n?eds' i
, 2. All other residents in the facility
to develop, review and revise the resident’s were reviewed on 9/05/13 to
comprehensive plar of care. ensure that their deatal needs (if
The facility must develop a comprehensive care :Tayg wﬁf’ﬁﬁ f}:ﬁid:r'; iil::f; ?f:e
plan for each resident that includes measurable sewiced on the need %0 lace an
obhjectives and timetables to mest a resident's of their resident’s dema{’ne eds g;
medical, nursing, and mental and psychoso_cial their care plans in a timely manner
needs that r—ilre identified in the comprehensive 3. A systematic approach to prevent
assessment. residents from not having their
The care plan must describe the services ¢hat are S:::fgl:;:‘f:iﬁdsz i?iif:ti o
to be furnished to attain or maintain the resident's dental need ewed
highest practicable physical, mental, and GRS GBS reviewed on a, Cont
! ! quarterly bases and if any, then *
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psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
dus to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b}{4}.

This REQUIREMENT s not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to develop a care
plan for the dental needs of one resident (#150)
of thirty-five resldents reviewed:

The findings included:

Resident #150 was admitted to the facllity on
January 23, 2013, with diagnoses including
Anxiety, Psychotlc Disorder, Depression, and
Respiratory Failure.

QObservation and interview with the resident on
September 4, 2013, at 8:43 a.m., in the resident's
room revealad the resident had several missing
teeth. Continued interview revealed the resident
had two partials placed which had broke.

Interview and medical record review of a dental
progress note dated November 15, 2012, with
Social Services Director #1 on September 4,
2013, at 9:12 a.m., af the 500 hali nurse's desk
confirmed the resident did have two partials in the
past that had besn broken. Continued interview
revealed the dental service was already
scheduled to replace the residents parlial free of
charge.

Interview with Minimum Data Set (MDS)
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F 279 Continued From page 3 F279 refer the tesident to the visiting

dental service per the quarterly
visit. Once the resident has been
scheduled for a dental visit, this
need will be updated in the
resident’s care plan. In the event of
an emergency related to the
resident’s dental needs, the POA
and/or resident will be notified and
arrangements made for care. The
RD will assess the resident for
potential declines & address care
accordingly. A quarterly care plan
audit will be conducted by the QA
Nursing SV or Unit Manager for
dental services to ensure that atl
dental needs are met for the
resident. The results of this audit
will be turned in to the QA
Manager on a monthly bases to
ensure compliance.

Monitoring by the QA Nursing
Manager to ensure that dental
needs are being met and
documented per the resident’s care
plan wili be done on a monthly
bases per review of these audit
tools, The results of these audits
will be presented in the monthly
facility Quality Assurance meesing.
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Coordinafor #1 and medical record review of the
resident's Cara Pian revised on August 9, 2013,
on September 4, 2013, at 9:16 a.m., at the 500
hall nurse's desk revealed no documentation of
the resident dental needs. Continued interview at
this time with the MDS Coordinator #1 confirmed
the facility had failed to develop a Care Plan to
address the resident’s dental needs.
F 280 | 483.20(d)(3), 483.10(k){2) RIGHT TO F280| 1. Resident #65 immediately had her 10/01/13
$5=0 | PARTICIPATE PLANNING CARE-REVISE CP care plan updated on 9/05/13 to
The resident has the right, unless adjudged :}:}.:f i,ﬂ?;ﬁ‘f;;{:’:;‘;“ﬁs‘j{‘t‘f pad
incompetent or otherwise found to be prem’n falls, These interventions
incapacitated under the laws of the State, to were had been discussed prior to
participate in planning care and treatment or implementation with the resident’s
changes in care and treatment. POA.
A comprehensive care plan must be developed = ﬁgoo]ﬁzr;sl;d;:;s ﬂl;it:l :aff;;:;gls
within 7 days after the completion of the reviewed on 9/06/13 to ensure that
comprehensive assessment; prepared by an all interventions were noted on the
interdisciplinary team, that includes the attending plan. The resident and/or POA
physician, a registered nurse with responsibility will be given notification and have
for the resident, and other appropriate staff in the right to participate in the
disciplines as determined by the residenf's needs, establishment of any interventions
and, to the extent practicable, the participation of to prevent falls. All Unit Managers
the resident, the resident's family or the resident's were in-servic e-d on the need to
legal representative; and periodically reviewed place all interventions for falls on
and revised by a team of qualified persons after the resident’s care plan in 2 timely
each assessment. manner.
' A systematic approach to having
the resident andfor POA given the
right to participate in the
This REQUIREMENT is not met as evidenced f;?gﬁﬁ? ;;ﬁso i?ﬁybén::rﬁr::,fgns
bB}ﬂ d dical d revi 5 i discussion for approval with themn
ased on medical record review, observation, prior to implementation of the
review of facility policy, and interview, the facility intervention. This approval will be
falled to revise the care plan to address fall noted on an 'au dit to glp that is Cont,
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interventions for one resident (#65) of thirty-five
residents reviewed.

The findings included:

Resident #65 was re-admitted to the facility on
March 19, 2013, with diagnoses including
Vascular Dementia with Depressed Mood,
Embolism and Thrombosis Arteries Lower
Extremity, Cellulltis and Abscess of Leg except
foot, Pneumonia, Hemiplegia dus to Cerebral
Vascutar Accident, Atrial Fibrillation,
Osteoarthritis, and Congestive Heart Faiure,

Review of a facility fall investigation dated August
27, 2013, revealed at 8:35 p.m., the resident was
found on the bedroom floor sitting next to the bed
with the bed pad alarm sounding, had % side rails
in the up position, and had no injuries. Continued
review revealed "...Interventions implemented to
reduce the resident's risk for falls: PSA (Personal
Safety Alarm) alarm applied...”

Review of a facility fall investigation dated August
28, 2013, at 12:05 a.m., revealed the resident
was again found sitting on the floor next to the
bed, with no injuries, the bed pad alarm and the
PSAwere in place, and the side rails were in the
up position.

Medical record review of the August 2013
Physician's Recapitulation Orders revealad the
resident used ¥z side rails on both sides of the
bed, and on August 28, 2013, the Physician
crdered % side rails on both sides of the bed.

Medical fecord review of the Care Plan revised
on August 21, 2013, revealed a problem for the
resident's risk for falls, but did not reveal the use
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F 280 | Continued From page 5 Fogo|  Cont

corlucted on a monthly bases. A
systematic approach to prevent
residents from not having their fall
interventions addressed on their
care plans will be to have the care
plans reviewed on a monthly bases
per an audit tool by the QA
Nursing SV or Unit Manager. The
results of this audit will be tumed
in to the QA Nursing Manager on a
monthly bases to ensure
compliance.

Monitoring by the QA Nursing
Manager to ensure that all the
resident’s fall care plans are being
updated after their approval of
intervention  interventions  as
needed will be audited on a
menthly bases per an audit tool.
The results’ of these audits will be
presented in the monthly facility
Quality Assurance meeting,
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F 280 | Continued From page 6 F 280
of the PSA, pressure pad alarm for the bed, and
the 3/4 side rails on both sides of the bed.
Observation on September 5, 2013, at 8:00 a.m.,
in the resident's room revealed the resident in the
bed with 3/4 slde rails in the up position on both
sides of the bed, a PSA alarm in place, and a
pressure pad alarm in place.
Review of the facility policy, Fafl Protocols,
revised April 2000 revealed "...Update care plan
with fall prevention interventions.,.”
Interview with the Licensed Praclical Nurse
Assistant MDS Cocrdinator on September 5,
2013, at 8:10 a.m., in the conference room
confirmed the use of the bed pressure alarm,
PSA, and % side rails, were not addressed on the
Care Plan.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315
88=D | RESTORE BLADDER Resident #223 had her occasional 10/01/13
incontinence addressed per the
Based on the resident's comprehensive implementation of a Bowel and
assessiment, the facility must ensure that a Bladder Program on 9/18/13 (after
resident who enters the facility without an the facility’s Bowel & Program
indwelling catheter is not catheterized unless the was revised).
resident's clinical condition demonstrates that All other residents in the facility
cathelerization was necessary; and a resident that qualified for implementation
who is incontinent of bladder recéives appropriate of the Bowel & Bladder Program
treatment and services to prevent urinary tract were assessed and added (if
infections and to restore as much normal bladder needed) to the case load effective
function as possible. . on 9/23/13. All Unit Managers,
MDS Staff "and the Restorative
Nursing Staff were in-serviced on
This REQUIREMENT is not met as evidenced the criteria (along with its process)
by: for placing a resident on the
Based on medical record review and Interview, facility’s Bowel & Bladder
the facility failed to complefe an assessment and Program in‘a timely manner. Cont.
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F 315 Continued From page 7 F315] , ACOHE' i he
develop an individualized toilet plan for one ) ev:ﬁaftﬁ; tl'ﬁ; I;I;;?;:m For the
resident (#223) of thirty-five residents reviewed. ity?
facility’s Bowel & Bladder
e . Program will be to follow the
The findings included: facility’s revised Bowel & Bladder
Resident #223 was admitted to the facility on May Tiogram for quaitying ereria.
14, 2013, with diagnoses including Lack of will be monitored week! E the
Caordination, Muscle Weakness, Osteoarthrosis, Restorative Nurse and ydity d
Depressive Disorder, Anxiety Disorder, and Ve " se B Budrse on d
Psychosis. mo_nih]y bases to ensure that all
residents who qualified for the
Medical record review of the admission Minimum mmgramlar?p %rlop “ilt-ely added to
Data Set (MDS) datad May 20, 2013, revealed e Base Jond. pr oo mllbe
resident occasionally incontinent of bladder and %re-:' fdn eC Dy HIe %es Hrsing SV
frequently incontinent of bowel. Continued Mm anagers or ) t(;rat;ve .
medical record review of a change in status MDS ..?;lager - The results of this audit
dated June 21, 2013, revealed resident always will be tumed in to the QA Nursing
Incontinent of bladder and bowel. Menager on a monthly bases to
ensure compliance.
Interview with the Restorative Nurse on 4. Monitoring by the QA Nursing
September 4, 2013, at 3:53 p.m., in the Menager to ensure that all the
restorative office, confirmed the facility had failed residents who qualify for the
to complete a thorough bowel and bladder fcility’s Bowel &  Bladder
assessment on admission and had failed to Program are being appropriately
;ggisdseensts;gggr a decline in bowel and bladder for Cont. (See Attachment)
F 356 | 483.30(e ; ; .
ss=r | INF ORE‘W;)A'IE%?\ITED NURSE STAFFING F 356 1. The Nursing Staffing Information 10/01/13
= was posted immediately in the
i . ) front lobby on the receptionist desk
l'i:iz iliact;htyin:lust post the following information on once it was called to the attention
= 3’; asls: of administration as not been in
ngg' (]:tgrpearwga o place on 9/03/13. Note: The
g Nursing Staffing Report
o The total number and the actual hours worked alrea::l[;(gposteclln Ogn ;ﬂi O?Ei
by the following categorles of licensed and Nursing Units at the Nurses Desk
E;;?gzﬂ?%c; gursgpghsitg?ﬁ direclly responsible for but had not been posted at the
- Registergd nurses Front Desk yet. Cont.
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added to the case load will be
audited on a monthly bases per an
audit tool. The results of these
audits will be presented in the

monthly facility Quality Assurance
meeting.
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F 356 | Continued From page 8 F 3866 All days following the date of

‘of each shift. Data must be posted as follows:

- Licensed practical nurses or licensed
vocational nurses (as defined under Stata law).
- Certified nurse aides,
¢ Resident census.,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning

o Clear and readable format.
o |n a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever Is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the faclity
failed to post accurate nurse staffing Information
as required.

The findings included:

Observation on September 3, 2013, at 11:00
a.m., at the front lobby revealed the staffing
information was not posted.

Interview with the Director of Nursing on
September 3, 2013, at 11:10 am, confirmed no
staffing information was posted and the facllity
had failed to post accurate staffing.

9/03/13, the Nursing Staffing
Report was posted in the front
lobby on the Receptionist Desk (as
well as on atl Nursing Units at the
Nurses Desk) by 8:00 am. All Unit
Managers, the Staffing
Coordinator, QA C.N.A. 8V’s and
all Receptionists were in-serviced
on the need to make sure the
Nursing Staffing Report is in place
by 8:00 am each day for the

publics viewing.

A systematic approach to ensure
the Nursing Staffing Report is
appropriately posted each day by
8:00 am each will be to have the
Receptionist for Day Shift post it
each am when she arrives for her
shift at 8:00 am. The Unit Nursing
Managers, QA CN.A, SV or
House SV will ensure that it is
posted on each Nursing Unit by
8:00 am. The posting of the Daily
Nurse Staffing information will be
audited on a daily bases for
compliance by the QA C.NLA. SV
or House SV per an audit tool. The
results of this audit will be turned
in to the QA Manager on a weekly
bases to ensure compliance.
Monitoring of the posted Nurse
Staffing information by the QA
Nursing Manager to ensure that
compliance is being met will be
done on a monthly bases per
review of these audit tools. The
results of these audits will be
presented in the monthly facility
Quality Assurance meeting,
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. 1. The facility immediately provided 10/01/13
F 371 | Continued From page 9 F 371 sanitary storage of food and
F 371 | 483.35(i) FOOD PROCURE, F 371 equipment used for preparation of
§5=F | STORE/PREPARE/SERVE - SANITARY food for residents by the following:

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and ’

(2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to provide sanitary storage of food and
equipment used for preparation of food for
residents.

The findings included:

Observation of the dietary department on )
September 3, 2013, from 10:40 a.m. until 11:00
a.m., revealed the following available for resident
use:

1. Food processor was stored wet.

2. Dryfood particles in stand up mixing bowl
and around rim,

3. One gallon of Vinegar was opened and
undated on the prap table shelf.

4. 16 ounce of Chicken Stock in the reach in
cooler was opened and undated.

stored wet was immediately
returned to the dish room for

undated was immediately
that was opened and undated
immediately discarded f) the

with an expiration date of

container of spinach with

a) the food processor that was

proper wash and dry procedures b}
the dry food particles in stand up
mixing bow] and around the rim
was taken immediately to the dish
room for proper wash and dry
procedures c) the one gallon of
vinegar that was found to be open
and undated on the prep table shelf
was immediately discarded d) 16 -
ounce of Chicken stock in the
reach in cooler was opened and

discarded ¢) the 64 ounce container
of BEQ Sauce in reach in cooler

opened container of cream com

September 2, 2013 in the reach in
cooler immediately discarded g)
the one container of Cole Slaw
with the expiration date of August
29, 2013 in the reach in cooler was
immediately discarded h) the one

expiration date of September 2,
2013 in the reach in cooler was
immediately discarded i} the dirty
can opener on the side of the prep
table was immediately taken to the
dish reom for proper wash and dry
procedure j) the two dented 106
ounce cans of sliced peaches on the Cont.
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F 371 | Continued From page 10 Fan dry storage shelf were immediately
5. 64 cunces container of BBQ Sauce in reach removed to the shelf designated for
in cooler was opened and undated. dented cans k) the one drawer
under the prep table of scoops and
6. QOpen container of Cream Corn with large serving spoons had a greasy
expiration date of September 2, 2013 in the reach covering to all utensils
in cooler, immediately had all items removed
. to the dish room for proper wash
7. Open container of Cole Slaw with expiration and dry procedure
date of August 29, 2013 in the reach in cooler. All other equipment used
. . Lo preparation or opening of food for
8. Open container of spinach with expiration the residents were immediately
date of September 2, 2013 in the reach in cooler. checked for proper cleaning and
: . samitation. If any were found then
9. Dirty can opener on side of prep table, they were removed to the dish
. room for proper wash and dry
10.Two dented 106 ounce cans of Sliced procedure. All other food items
Peaches on dry storage shelf. that were opened were checked for
proper Iabeling, if any were found
11.0ne drawer under prep table of scoops and to be out of compliance, they were
large serving spoons with a greasy covering 1o all immediately discarded (Note:
utensils. None were found). All other food
. . . , items that were stored in the reach
Interview with the Dietary Manager in the dietary in were checked for proper
department on September 3, 2013, at 11:00 a.m., expiration dates and if any were
confirmed the food processor was stored wet, the found to be out of compliance then
standup mixer was stored dirty, the Vinegar, all were immediately discarded
Chicken Stock, and BBQ sauce did not have an (Note: None were found). All
opened date on it, expired containers of Cream other cooking utensils were
Com, Cole Slaw, and Spinach were in the reach checked for greasy films and
in cooler, the can opener was stored dirty, there proper cleaning, if any were found
were two dented cans in the dry storage area, then they were immediately
and all the scoops and large serving spoons :
were stored dirty in a drawer. Cont. (S'?e Am“’hme_“t)
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 The practice of washirig the hands 10/01/13
S8=D SPREAD LINENS Wlth Hand Sanitizer by the C.N.A. A
’ and Nursing Staff before handling
The facility must establish and maintain an a resident’s meal tray began
mmmediately with the next dining Cont.

Infection Control Program designed to provide a

room meal on 9/04/13.
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F 371 Food Procure/Store/Prepare/Serve

Cont,

removed to the dish room for’
proper wash and dry procedures.
All other cans in the dry storage
areas were checked for any
denting, if any were found they
were removed to the shelf
designated for dented cans (Note:
None were found). All areas in
question were immediately
corrected and a teachable moment
regarding the issues was done will
100% of all dietary staff.

A systematic approach to prevent
opened foods in the refrigerator
reach ins or supply areas from not
being dated properly and food not
being disposed of properly post
the expiration date will be to have
the Dietary Cook monitored the
refrigerators/supply areas for
compliance on a daily bases per an
audit tool. The results of this audit
will be turned in to the Dietary
Operations Manager on a daily
bases to be included in her weekly
audit of the department.. All
work areas, equipment used for
food preparation for the residents
including equipment storage areas,
drawers, prep tables, etc. and cans
of food will be aundited for
compliance on a weekly by the
Dietary Operation Manager per an
audit tool for cleanlintess and
sanitation, )

Monitoring by the Dietary
Operations Manager to ensure that
the Dietary kitchen remains in
compliance with regulations free of
issues noted above will be done on
a weekly bases per an audit tool.
The resuits of this audit will be
presented in the monthly facility
Quality Assurance meeting,
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F 441 | Continued From page 11 F441| 2 All days following this date, the
safe, sanitary and comfortable environment and C.N.A.’s and Nursing staff
to help prevant the development and transmission continued to use hand sanitizer
of disease and infection. between handling each resident’s
tray to prevent infection control
(a) Infection Control Program transmission between the staff
The facility must establish an Infection Control andfor residents. All CN.A.’s and
Program under which it - Nursing Staff working in the
(1) Investigates, controls, and prevents mfectaons dining room will be in-serviced on
in the facility; the practice of Hand Sanitization
(2} Decides what procedures, such as isolation, between handling each. resident’s
should be applied to an individual resident; and tray.
{3) Malntains a record of incidents and corrective 3. A systematic approach to ensure
actions relaled to infections. infection control practices are in
lace to prevent cross
(b) Preventing Spread of Infection Eontamu]:anon while the staff are
(1 ) Whaen the Infection Control Program passmg our restdent meal trays will
determines that a resident needs isolation to be to have the Nurse in the Dining
prevent the spread of Infection, the facﬂlty must Room during the meal or C.N.A.
Isolate the resident. SV be responsible to ensure there
(2) The facility must prohibit employees with a is hand sanitizer present for the
communicable disease or infected skin lesions C.N.A.’s during the meal and it is
from direct contact with residents or their foad, if being used appropriately. The
direct contact will transmit the disease. hand sanitization will be audited
(3) The facility must requlre staff to wash their with each meal in the dining room
hands after each direct resident contact for which to ensure compliance per an audit
hand washing is indicated by accepted tool by the C.N.A. SV or Nurse
professional practice. assigned to the Dining Room
during the meal. The resuits of this >
(c} Linens audit will be turned in to the QA
Personnel must handle, store process and Manager on a weekly bases to
transport linens so as to prevent the spread of ensure compliance.
infection. 4. Monitoring of the hand sanitization -
by the staff in between passmg out
. trays to each of the residents in thlz’i
meal time wi
This REQUIREMENT is ot met as evidenced B o e e QA Norsing
by: ) ) _ Manager to ensure that compliance
Bas_ed on observatto.n.. review of facility policy, . is being met done on a weekly Cont. -
and interview, the facility failed to wash and/or .
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Fa41 Con.tinued lfrorn page 12 F 441 bases per review of the audit tool,
sanitize their hands while serving food trays to the The results of the audits will be
residents. presented in the monthly facility

uality Assurance meeting,
The findings included: Quallty s

Observation in the resident's dining room on
September 3, 2013, at 11:10 a.m., revealed
Certified Nursing Assistant (CNA) #1, CNA#2,
and CNA#3, handing ouf lunch trays and
touching the resident's trays and residents
without wearing gloves or washing hands.
Continued observation revealed this occurred for
thirteen of thirteen residents observed.

Review of facility policy, Infection Control -
Handwashing, jast revised July 2000 revealed
*...hand washing...soiled with body
substances...before food preparation...when each
resident's care is completed...”

Interview with the General Dietary Manager in the
haliway outside the main dining room on
September 3, 2013, at 11:15 a.m., confirmed
hands must be washed and/or santized prior to
touching a resident’s food or focd tray and when
contact has ocourred with the resident,
Continued interview with the General Dietary
Manager confirmed the facility policy for
handwashing had not been followed.
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